NORTH CAROLINA DEPARTIMENT OF HEALTH AND HUMAN SERVICES
NC VITAL RECORDS
CERTIFICATE OF LIVE BIRTH
Registratton.
District No. Local No. 2011000001807 BIRTH NQ.
1. CHILD'S NAME  (First, Milole, Last, SUFfix) 2. DATE OF BIRTH  (Month, Day, Year) 3. TIME OF BIRTH 4, 8EX
S*DEEN EMANUEL HALL-EL * June 26, 2011 01:59 AM Male
5. FACILITY NAME (if not instifution, give street and number) 6. CITY, TOWN, OR LOCATION OF BIRTH 7. COUNTY OF BIRTH
Unc Hospital Chapel Hill Orange
Bl 8=, FATHER'S CURRENT LEGAL NAME (First, Middle, Lasl, Suffix) 8b, DATE OF BIRTH (Month, Day, Year}| B¢, BIRTHPLACE (Stafe, Terdtory, or Foreign Counlry)
TWILLIAM SALAAM HALL-EL * September 21, 1972 Alabama
' Bl 9a. MOTHER'S CURRENT LEGAL NAME  {First, Middle, Last, Suliix) ‘ 8b. DATE OF BIRTH (Month, Day, Yesr)
*JASMINE CLARK HALL * September 23, 1984
90, MOTHER'S NAME PRIDR TO FIRST MARRIAGE (Firsf, Middle, Last, Sulfix) &d, BIRTHPLACE  (Sfale, Termitory, or Forelgn Counlry)
*JASMINE CHANTELLE CLARK * Colorado
i0a, RESIDENCE OF MOTHER - STATE 10b. COUNTY 10e, CITY, TOWH, OR LOCATION
North Carolina Guilford High Point
10d. STREET AND NUMBER - 10a. ZIP CODE 7/ HOLINSIDE CITY LIMITS?
1589 Skeet Club Road Apt 102 Box 298 27265 B Yes O No
11, MOTHER'S MAILING ADDRESS: B Same as residence, or: Stata: - City, Town, or Location:
Stresf and Number Zin Code:
| 12. cERTIFIER'S NaME: SHELLA R RIGGSBEE (Electrontcally Certifled) |13, DATE CERTIFIED 14. DATE.REC'D BY LOCAL REGISTRAR
TMLE: O MD O DO O HOSPITALADMIN. [ CNM/CMO GTHER MIDWIFE 06 27 2011 506 .28 2011
B OTHER (Specity) Facllify Birth Registrar AL AT Y L AL
18, DATE NAME ADDED N 16, DATE AMENDED -
MM T DD YYYY UMM DD vy
' 17. BIRTHWEIGHT (grams prafetred, specify unit) 18. PLURALITY - Single, Fwin, Triplet, ele, -1 18, IF NOT SINGLE BIRTH - Bamn First, Sscond, Thied, ete,
3317 Grams 7 Lhs.5 0z, (Specify) Single L -‘(Sp'écify)
R grams B Ibfoz .
1 20. FATHER'S RACE (Check ona or mora razes lo Indlcate what the father considers himself to ba} .
1T 0O White O Aslan Indian O Vistnamese O Samoan
O Black or African American O Chinese 0 Cther A_sl_an 0O Other Paclfic Islander
O Amerdcan Indlan or Alaska Mative 0 Fllipine 3 (Specify) (Specify)
{Name of tha enrolled or principal tribe} L3 Jepanese B O Native Hawaflan B Olher. Moor
O Korean . _ - O ouamanlan or Chamorro (Spedify}
21, MOTHER'S RACE {Check ons or more races to indicate what 1hg moihqf.opn'sidgr's' bersélfto be)
O White O Aslenlndian 0O Vietnamese 0O Sameoan
O Black or Afifcan American .o Chinese . O Other Asian 1 Other Pacific Islander
0 Americzn Ingian or Alaska Native oo smpim_, - {Spedfy). ] (Spedify)
(Name of the enrolled or prinipal tribe) = 0O Japanese O Nafive Hawallarn ® Other Moor
O Korean O Guamanizn or Chamorro (Spacty)
22, MOTHER MARRIED? (Al birdh, conception, or any time betwaan}i2 Yes O No 23, SOCIAL SECURITY NUMBER REQUESTED FOR CHILD?
IF NO, HAS PATERNITY-ACKNOWLEDGMENT BEEN SIGNED IN THE HOSPITAL? D) Yes [ Mo g ;25
. - INFORMATION FOR MEBICAL AND HEALTH USE ONLY
24, FATHER'S SOCIAL SECURITY NUMBER: 26, FATHER'S EGUCATION {Chock the box that 30, PLACE WHERE BIRTH DCCURRED (Chack one)
o o, best describes the highes! degrea or lavai of @  Hospltal
Unknown ;- schoof compleled at the tina of delivany P
— - O 8th grade or less [0  Freestanding birthing center
|28 ET;::E?bSE E’SP’@C th'f'N;(‘ihzic‘ L;‘E’ O Sth-12th grade, o diploma O Homa Bith:
Fls -
Sp’; ngwf:;a e e o b o gigh sccl;tc;o! graduate or GED completed Planned o defiver at Home? O Yes O No
if father is not Spanish/Hispanic/.etinot O Some coliege credit but no degres O Ghinlc/Dector's office
& No, not SpanishiHispaniciLating £ Associate degree (a.g., AA, AS) D Other {Specify)
D' ves, Mexican, Mexican American, B Bachelor's degre (8.0, BA, AB, BS)
O ves, Puerta Rican 1 Master's degree (e.g., MA, MS, MEng, 31, FACILETY ID, (NP
O ves, Cuban MSW, MBA)
B ves, other Spanish/Hispanic/Lating O Doclorate (e.g., PhD, EdO) or Professional
(Specify) degree (e.g., MD, DDS, DVM, LLE, 40) 32. ATTENDANTS NAME, TITLE, AND NPI
NAME  SINA _ HAERI
7, MOTHER'S SOCIAL SECURITY NUMBER: 29, MOTHER'S EDUCATICN {Check the box that NP
best dascribes the highest degree or lavel of TITLE: HMD ODO [ CNMICM
80 school compigled al the tims of defiverv] '
530-89-3670 0O 8th grade o tass 0 OFHER MIDWIFE
28, MOTHER OF HISPANIC ORIGINY (Checkthe | [ 9th-42th grace, no diptoma B OTHER (Specify)
box that best describes whether the {athfris [1 High school graduate or GED complated
ﬁ?:;ff”?f&gﬁﬂ;:&é’;ﬁiﬂ;ﬂ? box | m Some colage credit but no degree 33, MOTHER TRANSFERRED FOR MATERNAL MEDICAL
. O Assoclale degree (e.9., AA, AS) OR FETAL INDICATIONS FOR DELIVERY? [0 Yes [ Mo
B No, not SpanishHispanici.atino
O Bachelor's degrea (e.g., BA, AB, BS) .
O Yes, Mexean, Mexican Amarlean,
O Master's degree (e.g., MA, MS, MEng, IF YES, ENTER NAME OF FACILITY MOTHER
O Yas, Puerto Rican
O Ves, Cuban MSW, MBA) TRANSFERRED FROM:
IO Yes, other SpanishfHispanici atino O Doclorate (e.g., PhD, EdD) or Professlonal
(Spedify) degree (e.g., MD, DDS, DVM, LLB, J0)
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f)

34a. DATE OF FIRST PRENATAL CARE VISIT

3db. DATE OF LAST PRENATAL CARE VISIT

35. TOTAL NUMBER CF PRENATAL VISITS FOR THIS PREGNANCY

46.R

ISK FACTORS IN TH!S PREGNANCY

(Check all that apply)
Diabetes

H

]

B

O Prepregnancy [Dlagnosls prior ta this pregnancy)
0 Gestational (Diagnosis In this pregnancy)
yperiension
O Prepragnancy (Chrenle)
O Gestational {PiH, preedlampsia)
O Eclampsia
Previous preterm birh
Other previous poor pregnancy cutcome {fncludes
perinatal death, small-for-gestatlonal age/

intrauterine arowih restricted birthy
Pregnancy resulted from infertllily treatment--If yes,

check all that appiy:

Fertifty-enhancing drogs, Arlificlal insemination
of Intrauterine insemination

Asslsled reproduciive technology (e.g., In vitro

fertitization (TVF}, gamete infrafatiogian transfer
[GIFT)
Mother had a previous cesarean delivery

IFyss, howmany
None of the above

@]
=]

[m]
o

Extemal cephalic version:

Carvical cerclage
Tocolysis

Successful
Failed
None of the above

m}

a
[m]

=B

49, ONSET OF LABOR (Check all that apply)

01 10 2011 [ No Prenalal Care 06 24 8 {If none, enter "0~
MM 70D T vy MM DD Yy
36, MOTHER'S HEIGHT 37. MOTHER'S PREPREGNANCY 38, MOTHER'S WEIGHT AT DELIVERY 30. DID MOTHER GET WIC FOOD FOR
5.FL. 06 In, (festinches) | WEIGHT 160 Lbs. . (pounds) {pounds) HERSELF DURING THIS PREGNANGY? [0 Yes B No
40, NUMBER OF PREVIDUS 41. NUMBER OF OTHER 42, CIGARETTE SMCKING BEFORE AND DURING PREGNANCY 43, PRINGIPAL SOURCE OF
LIVE BIRTHS (Do not Includa PREGNANGCY OUTCOMES Feor each time paricd, enter either the number of cigareltes or the PAYMENT FOR THIS
this chitd) (sportaneaus or Induced number of packs of clgaretles smoked. IF NONF, ENTER "0". DELIVERY
2 losses or ecloplc pregnancles) Average number of clgareftes or packs of dgareties smoked per day. 5 Private Inswrance
: # of clgarettas # of packs
40a, Now Living | 40b, Now Derd{41a. Other Outcomes Thres montis hefore pregnancy . g ;‘::’;3“
Number 2 | NumberQ_ Number First three months of preqnancy T OR o Seray
o - T Second thres months of pregnancy__ 3 OR 0 Other
| O None Nene O None Third ldmester of pregnancy 0. OR  cooreememe Bpecify) ]
40¢c. DATE OF LAST LIVE BIRTH] 41b. DATE OF LAST OTHER 44, DATE LAST NORMAL MENSES BEGAN 45, MOTHER'S MEDICAL RECORD NUMBER
PREGNANCY OUTCOME 1509512-8
06 2040 J0 2008 08 27 ..2010 .. -
MM YYYY MM YYYY hihg oh YYYY
48, OBSTETRIC PROCEOURES (Check all that apply) 51. METHOD OF DELIVERY

A, Was delivery with forceps attempted but unsuccessful?

0 Yes No L

8. Was delivery wilth vacuum extraction sltempted but
unsuccessiul?

0O Yas E No

C. Fetal presentaticn at bith

Premalure Ruplure of Membranes & Cephalic
(protonged, »12 hrs.) [0 Breech
Precipious Labor (<3 hrs.) 0O Other

Prolenged Lebor (> 20 hrs.)
None of the abave

m)

47, INFECTIONS PRESENT AND/OR TREATED DURING

T
u]
0
a
]
[m
2]

HIS PREGNANCY (Check all thal apply)
Gonorrhea
Syphifis
Chlamydia
Hepalitis B
Hepalits C
Nene of the above

Was mother tested for HBsAG? B Yes DI No

If tested, Include test date

01 102011
MM DD 7YY

[®:Negative

a

£0. CHARAGTERISTICS OF LABOR AND DELIVERY

I, Fina! roufe and method of delivery (Check ong)

B. Vaginal/Spontaneous
* O~ VaginaliForceps

{Chack all that apply) )
[0 Induction of {zbor , [0 VaginalVacuum
0 Augmentation of labor 0O . Cesarean
0O Nen-verlax presentation . . If cesarean, was a tial of labor attempted?
1 Sterelds (glucocorteolds) for fetal lung maturation . O Yes

receivad by the mothar prior ta delivery g He

Antiblotics recslved by the mothar durdng labor
Clinfeal chordoamnlonttls diagnosed during labor
or matemal temperature > 38°C (100.4°F)

None of the above

52. MATERNAL MORBIDITY (Check af that apply)
(Complications associaled vith labor and delivery)

0O Maternat transfusion
Koderatefeavy meconium staining of ths amniotic O Third or fourth degree perineal Jaceration
fuld e O Ruptured uterus
" Felal Intoterance of labor such that one or more of 0 Unplanned hysferectomy
tha following actions was taken; in-tlero T Admissien 1o intenstva care unit
resuscitative measures, further fetal assessment, O Unplanned operating reom procedure following
or opefative delivery defivery
Epldurat or splnal anesthesla during labor B None of the shove

and testresults: 0 Poshiive

NEWBOCRN INFORMATION

AN zTe]=l B 53. NEWBORN MEDICAL RECORD NUMBER:

2000381-0
54. OBSTETRIC ESTIMATE OF GESTATION:
39 ‘ {complsied weeks)

[u]

55, APGAR SCORE:

Seore at 5 minutes: 9

If 5 minuts score is less than 6,
Score at 10 mINWeS; ... oo e avne

oo oo

56. INFANT VACCINATION
Infant vaceinated with Hepalitis B vaccine?

O Yas

B Ho

If yes, Include vaccination date

MM DR T YYYY

jalu]

57. ABNORKAL CONDITIONS OF THE NEWBORN
" (Check all that apply)

53. CONGEN{TAL ANOMALIES OF THE NEWBORN
{Check all that apply}

Assisted ventilation required Immediately following [ Anzncaphaly
delivery o Meningomyelocele/Spina bifida
Asslsted ventitatlon required for more than six hours} O Cyanolic congenital heart disease
NICU admisslion [0 Congenttal diaphragmatic hemia
Antinlotics recelvad by the rewbain for suspected O Omphalocele
Congenttal diaphragmatic hemia O Gastroschisls .
necnatel sepsls O [Imb reduction defect (exciuding congenttal
Sskzure or serious neurslogie dysfunction amput,,:-xhnr‘l and d\fﬂfrﬁngc?y;dromes)
Sigaificant blrth injury (skeletal O Cleft Lip with ?"W‘ out Cle
peripheral narve Injury, and/or soft lissue/selld O Cleft Palate alona

O Down Syndrome

organ hemorthage which requires intervention)
MNone of the above

0 Karyotypa confimed
O Karyotype pending
1 Suspected chromosomal disorder
0o Karyotype confirmed
a Karyotype pending
O Hypospadlas
B None of the anomalies sted above

59, WAS INFANT TRANSFERRED WITHIN 24 HOURS OF DELIVERY? O Yes H No

60. IS INFANT LIVING AT TIME OF REPORT?

61, 1S THE INFANT BEING

IF YES, HAME OF FACILITY INFANT TRANSFERRED TO; Yes O No BREASTFED AT DISCHARGE?
O Infant ransferred, status unknown A Yes -0 No

890086145




